A new method of assessing urethral competence has been developed (Brown & Wickham 1969). It was originally devised to study the effect of electrical stimulation to the pelvic floor on the closure forces in the urethra. There seem to be applications of the technique in the study of incontinence and of strictures.
Short Papers
The Urethral Pressure Profile [Summary] by M C BroWn Bsc (Department of Medical Electronics, St Bartholomew's Hospital, London EC1)
A new method of assessing urethral competence has been developed (Brown & Wickham 1969) . It was originally devised to study the effect of electrical stimulation to the pelvic floor on the closure forces in the urethra. There seem to be applications of the technique in the study of incontinence and of strictures.
The basic apparatus is an electric strain gauge manometer coupled to a pen recorder. This is used to record the pressure at the distal end of a single lumen urethral catheter through which a constant, but very slow, flow of water is forced by an infusion pump or a very high infusion bottle. The water forced through the catheter is expelled from the catheter eye against the urethral wall. The presure developed inside the catheter in order to o'rtrcome the wall pressure over the catheter eye, and the wall pressure itself can be shown to be very nearly equal.
The flow of water is regulated to about 003 ml/sec by a standard infusion regulator situated on the water feed tube just distal to the point of pressure measurement. This flow rate is chosen for a compromise between the response time error, due to very slow flow rates, and the viscosity error due to higher flow rates. An advantage of this simple system is that fast response times (about 0O1 sec) will permit its use for continuous profile measurement. The catheter, calibrated in centimetres, is drawn slowly down the urethra and the recorder auto-40 matically plots the urethral wall pressure as a continuous graph. A complete profile takes about twenty seconds to make and a series of profiles can be plotted sequentially to trace the effect of electrical stimulation, chemotherapy, dilation or other surgery. The response of the human brain to acoustic stimuli has been known for the last thirty years. The first studies of the response were restricted to recording the changes produced in the electroencephalogram (EEG) by the auditory stimulus. These changes were of two forms: (1) In an alert subject the frequency distribution of the EEG was modified; most commonly the alpha rhythm was blocked (Davis 1939). (2) If the subject was asleep arousal responses could be elicited by the stimulus (Davis et al. 1939 ). However, the variability of these responses prevented them becoming a useful diagnostic tool for audiometry. With the advent of computer averagng techniques it became possible to study the specific auditory evoked response (Clark 1958) . This technique involves repetitively stimulating the subject and averaging the EEG activity so that 79i2 Proc. roy. Soc. Med. Volwew63July 1970 2 the respon correlated with the stimulus is enhanced (Lowell et al. 1960) .
It is of great-intrs to otologists and pediatricians for an objective hearing test to be established that can be applied to children of all ages.
Evoked response audiometry is fairly straightforward with adults but there are many problems still to be solved before the test can be routinely applied to children. In adults the evoked response to a given stimulus is fairly constant, but children show a geater variability, probably due to chanWs in the awareness of the subject to the stimulus. For the test to be of diaostic use, the child would have to sit still for about an hour and would also have to refrain from pulling at the EEG leads. It is very difficult to get the necessary co-opeation from 18 months to 4 years and this is the ag group of main interest.
A system for measuring the evoked response in chilen,-where they would be Completely free to run about and play, involves the weaing of some form of 'space helmet' and probably an earpiece or small headphones. The helmet would contain the EEG electrodes on the inside, and a telemeter to transmit the EEG activity back to the computer. As a first step towards the complete system we have produced a VHF/FM telemetry system which is capable of transmitting the EEG from a child's head. This is at present undergoing clinical trials. between these three basic displays to produce a viewin any chosen plane. The most useful view occurs when the loop area is maximized. This corresponds to the plane of electrocardiac activity and may be easily determined to within 5 degrees.
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Fixing the abscissa and rotating the ordinate of the maximized loop through 90 degrees enables one to view this plane 'side-on'; the loop degenerates very nearly to a line. In practice it is easier to determine this minimum-width loop, as the null position is clearly seen. Beat-to-beat planar variations can be determined to a 3 degree shift and estimated to below this figure.
Very marked planar variations occur during extrasystoles, which may be easily identified using this minimum-width techniqne. Initidy, the computer is set to display the m-width loop of normal beats on the oscilloscope screen.
An extrasystole will produce a non-minimum, fatter loop at this setting and may be electronialy detected. Previous work has employed the change in frontal plane loop orientation for extrasystole detection (Daly & Johnson 1968 ). Furthermore, P, QRS and T loops may each be maximized in turn, and the angles subtended between thein accurately determined.
The speed at which the loop is described is normally qualitatively assessed by Z axis modulation of the VCG display, producing a 'dashed' loop; the length of each dash being a linear function of the writing speed. Work in Japan (Sino et al. 1967) has suggested that accurate quantitative calculation of loop spoed ces charateristic traces of diagnostic si . F rmore, loop speed falls to near zero between camplexes, accurately defining the duration of each complex, even, for example, where an abnormal S-T segment makes the end of the QRS ival difficult to determine (Stallmann & Pie 1961) .
At present vector cardiograms are tape recorded either in the cardiac laboratory or in the wards and are later replayed through the computer. Provision for the continuous repetition of any beat on the original recording faeiitetes the analysis of beat-to-beat planar variatiom.
